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1CHAPTER I
OTRODUCTIOi^
i The aim of the program of the Child Guidance
Clinic is one of prevention, prevention of
difficulties arising from some of the simple
traits of early childhood. Behavior diffi-
culties of childhood may be and often are
early signs of delinquency and mental dis-
order. The most promising means for preven-
tion of social and economic failure are those
which aim to correct difficulties in their
beginning.
The procedure at clinic is: A social study
by the psychiatric social worker of the
child's background and environment in all
its phases — home, school, and play^ a
psychological examination in which the psy-
chologist measures the child's intelligence,
as well as tests him for special aptitudes
and disabilities; a psychiatric study in
which the psychiatrist studies the child's
personality and his inner mental life, and
other factors having a bearing on the child's
problem. The entire Clinic staff cooperates
to study the whole child, physically, emo-
tionally and socially, as well as to create
among adults a general understanding of what
the child needs for a healthy mental and
physical development.
^
Previous study of treatment results in child guidance
work, and personal experience in the field, seem to indicate
that the type of role and the attitudes of the mother in the
parent-child relationship may be of primary significance in
the explanation of why one child shows improvement under psy-
chiatric treatment while another child does not show improve-
^ ment.
1 Massachusetts Department of Mental Health, The Child
Guidance Clinics, p. 1.
(I
Allen says: "The reaction of mother and child cannot be
treated as separate phenomena because they are only different
aspects of the same drama of growth and self-definition. "2
This study attempts to investigate the attitudes of the
i mother, the mother-child relationship, and the effect of these
11
i!
attitudes in the treatment with the child.
It has been recognized from the early days
of Child Guidance that the close involvement
of the child with his parents, especially
with his mother, makes treatment of the mother
an almost inevitable concomitant of the treat-
ment of the child.
^
' It becomes obvious that in this study one starts with the
premise that maternal attitudes and the mother-child relation-
j
ship are of major importance, because it is felt that behavior
in children is typically a child»s response to his immediate
:
environment. The most important, single aspect of his environ-
ment are his parents, with special emphasis upon his mother.
Because the necessity for treatment of parents as well as the
child has been recognized by the Child Guidance Movement, it
seems significant to study the relationship between maternal
I
attitudes and treatment results.
I
Also, in view of any conspicuous tendencies which might be
2 Frederick Allen, "Dynamics of Roles Determined in the
Structure of the Family," American Journal of Orthopsychiatry .
12:27, January, 1942.
j|
3 Minna Field, "Maternal Attitudes Found in Twenty-five
Cases of Children with Behavior Primary Disorders," American
I
Journal of Orthopsychiatry . 10:294, April, 1940.

indicated in the results, conclusions may be drawn in regard
to treatment prognosis of cases in which mothers* attitudes
can be determined definitely at the beginning of the treatment
process. Since clinic mothers are often considered unable to
accept treatment from a psychiatric point of view, one wonders
if this, in any way, should affect the clinic* s effort and the
intensity of the therapy in such cases, if conclusions of this
study indicate definitely enough specific treatment results
with specific maternal attitudes. It is meaningful, too, to
investigate the possibilities of successful outcome of treat-
ment with children whose mothers seem to have unwholesome atti-
tudes.
An attempt will be made to answer such questions as:
1. Is it essential to change a mother's attitude
toward her offspring and toward accepting help
for him, if one is to treat a child successfully?
2. Does a changed maternal attitude necessarily
relate to improved behavior?
3. What is the possibility for improvement without
changing the mother's attitude at all?
4. How much can one change a mother's attitude?
5. Will this directly influence the degree to which
one can help a child?
It is difficult to make clear-cut conditions and impos-
sible to draw statistical conclusions in such a study because
of the intangible quality of the data. The method of this
study, therefore, was to select and analyze material from case
records of the West End Child Guidance Clinic, in terms of
(
I manifestations of attitudes, emotions, and behavior of child
patterns, as indicated by the psychiatrist, the psychologist,
and the social workers in their case records.
This study was specifically based on cases treated at the
,1
II
West End Child Guidance Clinic of the Massachusetts Division
[I
of Mental Hygiene. The cases which were used were chosen from
I the total of forty-nine cases known to the West End Clinic from
June, 1947 through July, 1948. A further criteria was used,
I
in the selection of the actual cases presented here, which was
' that the mother and the child had to be seen for at least four
interviews. Only twenty-seven out of these forty-nine cases
met the above requirement. Twelve children were referred for
diagnostic purposes only. Two were short contact cases, with
no further help indicated. Treatment was rejected in three
cases. In five cases the mother and the child were not seen
for the four interviews set as the minimum in this study.
Only maternal attitudes were studied since the mother tends to
assume the dominant role during the treatment process, and
spends most of her time, at home, with the child.
None of the children studied had any marked physical
handicap, such as deafness, blindness, lameness, deformity,
etc., which might hinder his adjustment. Uo child was treated
at the Clinic when the intelligence of the child per se was
responsible for the child^s problems or lack of adjustment.
Thus, the basis for his behavior was assumed to be emotional
or social.
(
5Twenty-seven cases were selected for study. However, it
is felt that no evidence presented in these twenty-seven cases
is entirely conclusive because this number becomes limited
when broken down by the various backgrounds and often overlap-
ping, combined categories of maternal attitudes. Nevertheless,
the maternal attitudes presented do adequately represent the
attitudes of parents and how these attitudes affected treat-
ment with their children in the West End Child Guidance Clinic,
for the years 1947 and 1948. Also, the many other variables,
such as economics, social pressures, etc. can play a part in
the success or failure of treatment results. Also, much of
the data wanted in the cases studied are insufficient, either
because it was unknown, according to the records, or because
the records were incomplete and important facts were omitted,
or because the material in the records was the interpretation
of the therapist who was working with the case, and the various
therapists may have provided different interpretations. Yet,
tendencies can be indicated, and it is hoped that any trends
determined by this study can be considered significant, within
their limited scope.
(
CHAPTER II
DEFIiNITIOi^ OF TERMS
Before proceeding with this study, it seems meaningful to
give definitions and to discuss the significant terminology
which will be used. This study is one of a relationship
betv.een maternal attitudes and treatment results. As quoted
from The Standard Dictionary , by Glueck, an attitude refers to
• . . "any habitual mode of regarding anything. "1 Glueck con-
tinues to describe an attitude as . . . "a psychological
phenomenon capable of doing work, of creating and shaping the
I
environment in which the new individual lives and grows and
shapes attitudes of his own."^
Allen says: "An attitude is an internalization of one's
I
own feelings. It is the way one reacts to situations and to
! people, and the way one relates to the outside world.
The specific attitudes which will be dealt with in this
thesis are those involved in the mother-child relationship, on
j
the assumption that the child's behavior patterns, and there-
I
fore, also his behavioral disturbance, are a response to the
;
mother's feelings toward him, her wishes and hopes for him,
..
and her expectations of him; all these aspects appearing on
1 Bernard Glueck, "Significance of Parental Attitudes
for the Destiny of the Individual," Mental Hygiene , 12: 725,
October, 1928.
2 Ibid., p. 725.
3 Frederick^A,
(I
both a conscious and an unconscious level.
Five types of mother-child relationships will be dis-
cussed in this study. In the cases studied, these five types
of mother-child relationships were designated in the record
either by statement or implication as the most outstanding
relationships between the child and the mother. They will be
defined in the sense in which they will be used. However, one
cannot disregard the fact that there is difficulty, if not
impossibility, in drawing clear-cut relationships, both in
definitions and in case illustrations. One becomes aware that
one is dealing with mixed types in the Child Guidajice Clinic.
The five categories of maternal attitudes used in this
study of mother-child relationships are: Re.jection . Over -
protection . Ambivalence . Indifference , and Adequate . They
will be discussed in the above order.
The nature of Rejection is much more complicated than it
has perhaps been customarily regarded. Rejection usually stems
from the original experience now carried over to a second
generation. It is not the child the mother rejects, but the
child has touched off her feelings of being unloved by her
own parents, her own immaturity and emotional instability.
The child intuitively senses these deeper currents and seems
to enjoy having his parents upset about him. Certainly, with
uncanny accuracy children reproduce what their parents fear
most.
One may ask the question why a mother picks out one child
II
for special rejection rather than another. One can only assume
that one child touches off the same problem the mother, herself
>
;j
has. The mother does not recognize the link with her own life
!
experience, or if she does, fails to understand its meaning.
' She may say: "This child is just like me." This may not be
l|
||
so: Rather, the Child reminds her of her earlier self and
|j
persons associated with her during that period. This child may
j
be just like the mother »s own sibling, or this child may remind
I
her of her parents, or even more deeply, this child may be an
extension of the mother's hidden impulses.
"Sometimes the rejected child makes good use of his un-
comfortable experiences by developing constructive defenses,
but these overcompensations are at a great cost to the per-
sonality as a whole. "^
Gordon Hamilton notes: . . ."rejected children usually
interpret any form of placement, including hospitalization, .
1
as punishment. "5
Clinically there seems to be reason to assume that be-
havior disorders in children are reactions to rejection by
one or both parents. The more severe the maternal pathology,
the more likelihood there will be of a correspondingly severe
disturbance in the children.
A anr-cinn RaTm* 1 ton j Pfiyohntherapy in Child Guidance,
p. 962.
5 Mildred i^urgum, "Constructive Value Associated with
^e^^^tij^^^ American Journal of OrthoDsy_Qtkiat£Z* 10:312,

One could point out Margaret Figge^s definition of a
rejecting mother: "One whose behavior toward her child is
such that she consciously or unconsciously has a desire to be
free from the child and considers it a burden,"^
The child represents the solution of how to accept the
reality of being a woman. The mother who rejects her child
may be expressing thereby the denial of the role of her sex.
It is not surprising to find that she demonstrates the same
resentment of her womanhood by other symptoms, such as envy
and hostility toward men, in general, and toward her husband,
in particular, and by frigidity in the blocking of sexual
activity. Her inability to accomplish normal, feminine de-
velopment may be due to her unsolved childhood problems, as
previously mentioned.
So, the mother* s rejection may have different meanings
to her. She may repress it entirely so that it is manifested
in subtle, unconscious ways. She may have intense guilt
feelings.
This kind of relationship may have different meanings
to the child also. Since he was never able to receive or
experience love and affection from his relationship with his
mother, he may be unable to relate, unable to express love and
affection to others. He may need attention so badly, that
6 i^ield, 0£. cit., p. 503.
I
being unable to obtain it by acceptable behavior, he develops
a behavior problem.
Because the two are so closely interwoven, it seems well
to have Overprotection follow Rejection ,
Maternal overprotection could be regarded as
compensatory to unconscious hostility and its
quantitative variations, simply an index to
the strength of the compensatory device.
So-called ^pare' overprotection would be pure
only in the sense that its manifestations are
consistent in every phase of maternal care;
whereas, the group labeled 'compensatory' or
» guilt' overprotection shows inconsistencies
or special emphasis on one phase of the
mother-child relationship.'^
Some individuals in the guidance field believe that
maternal overprotection, as defined above, is just a generaliza
tion.
Helene Deutch, in particular, suggests:
There is a longing, together with a deep-rooted
fear of loss that springs from the positive
sources of maternal love. Overprotection can
therefore also serve as a defense mechanism in
avoiding separation.
8
When overprotection is not based upon compensation for
feelings of rejection, but rather upon sincere affection and
devotion to the child, the mother is more easily manipulated
in the therapeutic relationship.
However, to go on to what maternal overprotection means,
in terms of the child. Maternal overprotection becomes largely
7 David M. Levy, Maternal Overprotection
. p. 83.
8 Helene Deutch, Psychology of Women, vol. II, p. 311.

an Infantizing process, a process that carries on the earlier
maternal activity, in spite of its maladaptation. It is part
of the struggle exemplified by prolonging "forever" the situa-
tion in which the baby is at the breast.
If the mother continues, for some reason, to
hold the child close to her and continues the
'magic service' the child in its turn will
fail to use new resources; will continue to
expect outside help; continue to use a tech-
nique of retreat, and an attitude of dependen-
cy is established. This ego attitude of de-
pendency, however, has undergone a change.
In infancy we assume that the child has endowed
himself with an attitude of omnipotence. But
in the attitude of dependency he endows his
parents with this magical attribute.
^
So, in the second, third and fourth years, various
compromise formations occur, depending on the power of the
overprotection. However, whatever form such compromises may
take, the child remains closely within the maternal setting.
After these years, two new situations arise that, for the first
time, require maternal adjustment to the child, in settings
outside the family circle. One of these, the school situa-
tion, is usually inescapable; the other, formation of friend-
ships, may be combatted throughout childhood. When the range
of the child's activities stretches beyond the family circle,
the overprotecting mother may reach out, in every possible
direction, to insure safety and appreciation for her offspring,
and to prevent any freedom of movement that will jeopardize
9 A. Kardiner, The Individual and His Society
, p. -33.
(
her monopoly. The latter form of maternal behavior, (overpro-
tection), unfortunately for the child prevents the benefits of
outside influences that make for growth in social adaptation,
in satisfaction through meeting one's own problems, in fighting
one's own way.
"Ambivalence is an emotional state of feeling both love an\i
hate toward a person at the same time. The love or hate, or
even both, may be unconscious, "1^ W early all attitudes have
some degree of ambivalence in them because one rarely com-
pletely loves or hates a person for a long period of time.
Yet, the concept is a useful one, because the reactions of
human beings may become confused if they do not understand how
they feel toward others. Children impose a great many re-
sponsibilities upon mothers. They take a great deal of their
time. Consee^uently, mothers have children with a certain feel
ing of ambivalence. However, normally, ambivalence is not the
conspicuous factor in the relationship. With ambivalent mother;
there is no typical tendency in the mothers' feelings for their
children, and neither affection for them nor rejection of them
is sufficiently deep-rooted. The insecurity of these mothers
is increased by their ambivalent attitude toward their chil-
dren. This feeling is bound to be sensed by children, and they
develop and reflect a corresponding feeling.
10 Mary B. ^ayles. The Problem Child at Home , p. 981.
(
An important goal in social relations, es-
pecially mother-child relationships, is to try
to increase the amount of positive feeling, for
we realize that it is essential in bringing
children successfully through the vicissitudes
of life. 11
Actually, tensions and ambivalence between mother and
child can become very high. The mother feels greatly per-
plexed, at times, as to how to manage the child. Hostilities
spring up between them; unfortunate attitudes of thwarting
one another go on for long periods of time; hatred develops
which will handicap the child for years to come.
The child* s behavior difficulties may arise when he finds
that he does not know how to please his mother anyway, so he
stops trying. Also, his behavior disturbances may be based on
conflicts arising from his own. insecurity. With ambivalence
there is need for clearer insight into the conflicting im-
pulses, which, to a greater or lesser degree, are at work in
everyone.
In discussing Indifference it seems well to note that
probably the most fundamental need in the child* s development
is the need for security. Utterly helpless at the onset, his
embryonic personality needs the fostering of physical care.
If an alien, indifferent world presses too soon upon him, if
there is no sure refuge to which he can turn, his mind in-
evitably becomes cramped and warped. Love for the child, on
11 Spurgeon 0. English and <jerald Pearson, Emotional
Problems of Living , p. 59.

the part of the mother, is the first condition of his security
Maternal indifference is the first condition of his insecurity
The child needs love as an incentive to achieving, and mater-
nal indifference breeds Indifference that may cause the child
to lapse into sheer lassitude, or into a more serious, emo-
tional handicap. The indifferent mother lacks the capacity to
express any feeling toward her child. Such a woman is usually
one who is overwhelmed by her own difficulties, handicaps and
unhappiness. Her feelings to a certain extent have become
dulled, and she accepts her misery as inevitable. She accepts
her children as they come, but they are secondary to her own
problems.
The child of such parents tends to become a behavior
problem to elicit parental response, or the child has been
given so little opportunity for development of a superego,
either through learning from examples in family life, or
through familial restrictions, that misbehaving has little
meaning for the child. The boy or girl, in general, whose
reactions to current happenings are supplemented by the
reactions of an adult, is more likely to come to the sound
conclusion that one must rely wholly on his own judgment.
The term Adequate does not indicate perfection.
Clinic workers would probably agree that the
problem child v/hose parents have not con-
tributed in any way to the creation of his
problem is an exception, i^evertheless many
mothers ask the help of the clinic before
the difficulties which perplexed them have
assumed overt or threatening forms; and

such mothers perhaps differ from the average
in taking their problems more seriously
rather than in making more mistakes in child
management
Among younger children especially, many are no less
fondly loved and scarcely more unwisely handled than hosts of
youngsters who have never achieved the "distinction" of being
considered "problem children". It is with some of these
relatively normal children, from substantially normal homes,
that this category of -Adequate will deal. These are chil-
dren whose emotional needs are not being fully met, yet whose
difficulties seem, from the records, to be due to a more or
less inadvertent disregard of certain of these needs rather than
to the blocking of them by any definitely unhealthy maternal
attitudes.
Treatment Results
having considered the maternal attitudes to be discussed
in this study, it is time to examine the categories of treat-
ment results which will be used. They are the same as those
used in the West End Child Guidance Clinic. They are:
Improved Satisfactory . Improved ^ymptomatically . Improved
Parental Attitude . Unimproved . and Unknown
.
12 bayles, o^. cit.., p. 15.
(
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Improved Satisfactory is a condition in which
. • •symptoms and problems for which the
child was referred to the clinic or which have
been revealed in the study, had disappeared,
and no new ones had taken their place and the
child is making a good social adjustment.
•t-mproved Satisfactory sounds rather ideal, but it refers only
to the time of closing, or last contact, and since no follow-
up study was made of the child discussed it cannot be a per-
manent diagnosis.
Improved Svmptomatically does not necessarily indicate
any great meaningful change for the better, although it may
indicate meaningful change for the better. It does mean that
the symptom for which the child was referred has improved,
v;hich may or may not indicate some more meaningful change in
the child's over-all adjustment and development. An attempt
will be made to clarify Improved Symptomatically in connec-
tion with actual case material.
Improved Parental Attitude does mean that the mother has
improved in her attitude and understanding of the child's
problem. This improvement may indicate slight change or more
meaningful change. This may or may not indicate symptomatic
improvement, or some meaningful change in the child's over-all
adjustment and development. An attempt will be made to clarify
13 Pearl Lodgen, »»Some Criteria for the Treatability of
Mothers and Children by a Child Guidance Clinic," Smith College
1
studies in Social Work. 7:306.

Improved Parental Attitude in connection with actual case
material.
Unimproved refers to . . ."those cases in which the
symptoms and problems for which the child was referred did not
disappear and the child was considered to be making a poor
adjustment." 14
Unknown refers to those cases where contact could not be
made to determine the more definite categories.
It seems well to emphasize that the same treatment results
are used in this study as are used in the actual case records
of the West End Child Guidance Clinic.
It necessarily seems that the categories of Improved
Symptomaticallv and Improved Parental Attitude would cover a
wide range between Improved -Satisfactory and Unimproved .
Therefore, this study will attempt to explain the categories of
Improved Symptomaticallv and ^Improved Parental Attitude more
fully, as they do differ, in degree, in the actual case presen-
tation. The category of treatment results. Unknown . requires
no additional explanation.
Throughout this study, unless the treatment result is
stated as such in the actual case presentation, it can be
assumed that the case was still active at the time of last
contact. However, the discussion and tables will indicate the
results of actual cases at the time of last contact.
14 Ibid.

CHAPTER III
PflESEfJTATIOig OF FIl^DIiMGS
This is a picture of the general findings in the cases
studied that were referred to the VVest End Child Guidance
Clinic for the period covering June, 1947 through July, 1948.
Eighteen males and nine females appeared in the twenty- seven
cases actually studied, the youngest patient being a four-year-
old and the oldest, fourteen-years-old. J^eventeen cases ranged
from seven to nine years, with four below this age group and
six above. The intelligence of this studied group, as indi-
cated by the psychologist's record, was varied. Fourteen cases
were included in the dull average through high average intelli-
gence group, with two cases testing below dull average and ten
cases testing above high average. The actual range was from
sixty-eight to 137.
The patients had the following positions in the family
group:
In ten of the cases the patient had just one sibling who
was younger. In five of the cases the patient had just one
sibling who was older. In one case the patient had two older
siblings. In three cases the patient had three older sib-
lings. The six remaining cases had at least four siblings,
ranging from four to seven years, with the patient somewhere
in the middle of the family group.
The sources of referral in this study included:

19
beven cases from other social agencies; six cases from
the clinic staff j five cases from friends and relatives; four
cases from mothers of the patients directly; four cases from
the schools; one case from a physician.
The problems for which the children were referred
included:
Eight cases for speech defects; six cases for school
problems; five cases for generally uncontrollable behavior;
three cases for night terrors; one case for enuresis; one case
for fears; one case for lying; one case for poor sport; one
case for stealing.
The economics of the cases studied included:
Two cases below average; nineteen cases average; six
cases above average.
Homes and neighborhoods of cases studied included:
Seven cases below average; eighteen cases average; one
case above average. In this study "average economic status"
indicates that the family is able to have all the financial
essentials necessary for adequate, healthy living, without
depending upon assistance from others.
The marital relationships of the families studied were,
in general terms, as follows:
In eight cases the marital relationships were seemingly
good. There was some marital discord in the home situation,
in twelve cases, including such obvious reasons as mother-in-
law difficulties, infidelity, other relatives in the house-

20
hold, lack of social contact, working pressures, differences
in educational background, differences in training of patient,
discontent with economic and social achievement, dominance of
one partner, and physical or psychosomatic ailments. The
patients were in foster homes, or in homes with relatives, in
three cases. The mother was living with the patient, apart
from the father, in two cases. In one case the mother was a
widow. In one case the marital relationship was unknown.
The length of time for treatment of these cases would, of
necessity, be one year or less. The actual range was from
three months to eleven months.
The twenty-seven cases studied revealed five rejecting
mothers, nine overprotective mothers, six ambivalent mothers,
four indifferent mothers and three reasonably adequate mothers.
This concludes a picture of the general findings in the
cases to be presented.
I

CHAPTER IV
REJECTIi^G MOTHERS
The general findings of this study having been presented,
what then are more specific findings and their implications?
Rejecting mothers figured in five out of twenty-seven cases
studied.
The problems of the children were varied. These children
were referred for night terrors; school problem; enuresis;
uncontrollable behavior, and speech defects. The school
problem was predominantly behavior, and the speech defects
problem was, in itself, just part of a picture of pathetic
withdrawal and seeming retardation. It would then seem that
the type of problem was too varied to be of significance in
terms of the personality of the child, and too varied to be
of significance in terms of the type of mother.
In these five cases, one patient was an only child; two
had one younger sibling; one had one older sibling; and one
had two older siblings. It would then seem, by this study,
that the pressures of a large family are not contributing
factors in the picture of rejection. One might even specu-
late that these mothers manifest their rejection of the mother
role via small families. However, due to limitation of this
study, that is just speculation.
The intelligence quotient of these children of rejecting
mothers varied from eighty-two to 117, which is a variation
from dull average to just above the high average categories.

The three I. Q's, in between, were ninety-five, 101 and 103,
which is very near the average I. Therefore, this group
would tend to prove that the seriously retarded child, or the
very bright child is not a contributing factor to the aisturb-
ance of the child, or the rejection of the mother.
The economic status of four of these five cases was
average, with one below average, as the family was receiving
Aid to Dependent Children assistance. So it would follow that
realistic, financial pressures in this group were not contribu-
ting factors to the disturbance of the children, or the rejec-
tion of the mothers.
The marital relationships of this study of the rejecting
mother was "poor",l with the exception of one case which was
unknown. This would tend to initiate the trend that the re-
jecting mother is seemingly rejecting of the other aspects of
a feminine role. A mother who rejects her child may be ex-
pressing thereby the denial of the role of her sex.^
1 "Poor" designates marital discord or separation of
the parents.
2 See Table I, p. 23.

TABLE I
PROBLEMS OF KEJECTED CHILDREJ^ MV SEVERAL ASPECTS OF THEIR
HOME EJNlVIROimEWT
Case Problem Siblings I, Q, Economic Marital
Mumber Status Relationship
13675
13730
13825
13831
13954
Night
terrors
School
problem
Enuresis
Two
older
One
younger
One
younger
Dncontrol- Only
lable be- child
havior
Speech
defect
One
older
103
95
117
101
82
Average
Average
Average
Below
average
Average
Marital
discord
Unknown
Marital
discord
Separated
Marital
discord
The rejecting mothers, in four of the five cases, were
unable to change their attitudes, and in one case there was a
slight change in attitude. The mothers rejected treatment,
in two of the cases, where their attitude was unchanged and
treatment results were. Unknown , The mother's attitude was
unchanged in the third case and she rejected treatment, but
the case was closed Improved Symptomatically . This sympto-
matic improvement could not be too meaningful with the mother
rejecting further treatment. The mother's attitude was un-
changed in the fourth case and she rejected treatment. This
case was closed, Unimproved . In the one case where there was

a slight change in the mother's attitude, the case was still
active, at the time of this study, but the last contact on the
case indicated Improved Symptomatically and Improved Parental
Attitude , which did not necessitate meaningful change. The
mother *s attitude, in this case, and the symptomatic improve-
ment seemed to take place almost simultaneously, which makes
one conclude that there was inter-reaction in the mother-child
relationship, as both were able to respond to treatment. This,
of course, is more encouraging than in the case where there is
symptomatic improvement, but with mother unchanging and re-
jecting treatment.
2
J!jow, if one can make an over-all observation of rejecting
mothers, at this point, it would seem that they have personal-
ity traits in common. They seem generally rejecting of their
feminine roles. They are unable to change their attitudes in
treatment, either totally or for the most part, and their
whole pattern of rejection is seemingly so inclusive that it
becomes much more complicated than it has been customarily
regarded. The over-all observation of the rejected children,
at this point, seems to conclude that treatment results of
these children are, for the most part, unsuccessful. This is
not because of the type of problem, not because of the
pressures due to a large family, or to financial pressure.
3 See Table II, p. 25.

not because of their intelligence, but seemingly because of
the personalities of the mothers.
TABLE II
RELATIO^JSHIP OF SEVERAL ASPECTS OF THE HEJECTIl^G MOTIffiR»S
ROLE lU THE TREATMENT PROCESS VaTH RESULTS OF TREATMENT
Case Length
Number of Time
in Months
Change in
Attitude
Reason for
Closing
Treatment Re-
sults or Last
Contact Results
if Case ftctive
13673
13730
13825
13831
13954
10 No change
No change
No change
Slight
change
No change
Treatment
rejected
by mother
Treatment
rejected
by mother
Treatment
rejected
by mother
Active
Treatment
rejected
by mother
Unknown
Unknowi
Improved
Symptomatically
Improved
Symptomatically
and
Parental Atti
tude
Unimproved
Actual cases presenting these rejected children and their
rejecting mothers will be considered.
The first case is a girl of seven years who
has an I. Q. of 103. She comes from an
average economic family, with two, older sib-
lings, where there is marital discord. She
i
was referred to the clinic because of night
terrors. The mother Is a very immaculate,
almost compulsive housekeeper. This mother
was ill since babyhood and had several
mastoid operations. It would appear that the
child* s nervous traits developed as a result
of mother* s exacting demands of immediate con-
formity and adherence to routine. The father
works nights, and it would seem that part of
father's seeking to work nights and have
social life apart from mother was due to
mother's compulsive, neurotic personality.
Mother's attitude toward patient is one of
either overprotectiveness or nagging, always
with underlying rejection of the child's
activity, personality, and way of doing. She
restricts patient's every movement.
The clinic opinion was that it would probably
be very difficult for mother to change her at-
titude, as she appeared to get satisfaction from
what she saw as her efficiency, in spite of the
unhealthy connotations and injury to the child.
On patient's last visit to clinic her night
terrors had not occurred for a week, which was
the longest period of time she had ever gone.
After that mother cancelled appointments, and
no further contact was able to be made in this
case. The case was closed as treatment re-
jected by the mother and treatment results.
Unknown
.
It seemed, in this case, that the mother was reacting to
her own childhood. She did not have the experience of a
normal, healthy childhood. She was denying what she had been
denied. There is not enough evidence in this case to follow
the development of this woman's pattern. One does, however,
glimpse the perpetuation of the pattern in her manifestations
of rejection, both as a mother and as a wife. She seeks and
receives satisfaction in her compulsive, restricting personal-
i ity, and is unable to make a change.

She was unable to let her child be free from her com-
pulsiveness and restrictiveness. This mother did not allow
the child any opportunity to develop her own strength, nor
did she allow her any opportunity to find acceptance or sat-
isfaction in her relationship with this mother. The child's
other associations were thereby affected and thwarted. The
child allowed her night terrors to express her frustrations
and bewilderment. The child, in clinic contact, allowed the
acceptance and understanding that she received to compensate
to the extent that she was able temporarily to give up her
night terrors, and this was after ten months of contact. The
clinic felt that this one week, free of night terrors, was
only the promise of a beginning, a very small part of this
child's total adjustment. However, the mother was not able to
accept any part in the adjustment of this child, and was not
able to give up her own pattern of satisfaction. Her abrupt
rejection of clinic seemed almost to say: "I don't want you
to change my child." Her rejection was seemingly too inclu-
sive to be able to do other than reject the clinic, if it
moved toward any change.
The second case is a boy of nine years who
has an I. Q. of ninety-five. He comes from an
average economic family, with one younger
sibling, where the marital relationship is
unknown. He was referred to the clinic because
of school problems pertaining to behavior, for
the most part.
The mother seems tired and nervous all the
time. She shows much resentment and hostility
toward patient. She can't say anything good

about him. Mother was disappointed that
patient was not a girl, as was younger sibling.
Her discipline of patient has always been
severe. 3he used to slap his face for punish-
ment. Because of her early rejection of pa-
tient she did not train him sufficiently, and
now that he is older she expects a great deal
from him in the way of conformance. During
interview with mother, worker felt that even
now this is an unusually rejected child.
Mother seems to resent everything about him.
The psychiatrist felt, however, that patient
seemed to respond to acceptance. The school
was visited by worker, which resulted in the
school* s having a great deal of understanding
of the patient* s problem, and he began to
respond in school as well as at clinic. How-
ever, the family moved to another part of the
city, and mother used this as a reason for
ending treatment. Both the clinic and the
school principal speculated that this move
might be another example of the mother's
hostility and rejection of patient, since it
seemed possible that patient might be accessi-
ble to at least superficial or symptomatic
improvement without change in maternal atti-
tude. At any rate, the mother ignored all
appointment cards, and the case was closed as
treatment rejected by mother, results at
closing. Unknown.
This seemed to be an unusually rejected child, one
mother had rejected since birth. The case record indicates
that the mother had resistance in every focus of an interview
except to tell how "bad" patient was. As one sees the mani-
festation of her pattern, it was necessary and important to
her to reject this child. The record provides only specula-
tion as to the motivations and development of such a pattern.
The psychiatrist felt that sufficiently providing this boy
with the experience of acceptance and understanding, both at
clinic and at school, might have improved this case, at least
i
symptomatlcally, even without change in the mother* s attitude.
However, the mother seemed so threatened by the realization
that her feelings and verbalizations about this rejected boy
would not be substantiated, that she seemed to seek protection
for her rejection, by moving.
So, again, it was not only the rejection of the mother,
but the mother* s protection of her rejection, that led to
rejection of treatment, with treatment results, Unknown >
The third case is a boy of ten years with
an I. Q. of 101, He comes from a below
average economic family. He is an only child,
and he and the mother are receiving Aid to
dependent Children assistance. This is the
mother's second marriage, and she and her
husband are separated. This separation oc-
curred when the child was very young. He
was boarded from three to eight-years-old.
This boy was referred to the clinic for un-
controllable behavior.
The mother is under a doctor's care for meno-
pause, and is tired, nervous, and high-strung.
She expects the patient to meet too high
standards of behavior; to be deeply grateful
for all she is doing for him; to show his
appreciation by exemplary behavior. The
mother seems unable to make allowances for
normal, noisy, aggressive, boyish behavior.
She is very rigid in her demands as to cleaji-
liness, tidiness, and conformity to schedule.
Most of patient's aggressive behavior and poor
social adjustment can be explained on the basis
of adjustment to a strict home; the separation
from the foster parents to whom he had become
attached; the insecurity he feels with his
mother, who is unable to show him much affec-
tion and acceptance.
The psychiatrist has attempted play therapy
to help patient verbalize some of his feelings.
Although he shows much aggressive hostility
and emotion in his actions, he is slow to
express any of this. The mother was able to

respond to acceptance and reassurance shown her
by the social worker. Worker tried to help
mother understand that she, too, will have to
change if any adjustment is to be possible.
Mother has been able to remain in treatment,
and has permitted the patient to remain in
treatment also.
The psychiatrist felt it was significant that
the mother returned to her mother role during
the menopause.
During six months' treatment, movement in this
case has been slow, but there has been some
slight change in the mother and in the child.
The mother seemed to present a background of rejection
of her feminine role, in this case. She was not able to
successfully accept a wife's role, and she found little diffi-
culty in boarding her child in his formative years.
One recognizes, in trying to understand this mother, the
I
comment of the psychiatrist, who felt it significant that this
mother returned to her mother role during the menopause. Was
she not actually expressing the need to salvage what repre-
sented her fleeting femininity? ^t any rate, she seemingly
had the need to fill her mother role with her son, at this
particular time. She was expressing some rejection of patient,
but also confusion in her mother role. She needed acceptance,
reassurance and guidance from the clinic and in this way was
able to accept this challenge she sought, for some type of
satisfaction. It took intensive case work to have this mother
remain in her mother role and to make slight change in her
attitude toward patient. Patient's symptomatic improvement
seemed to move along at the same pace as the change in the
f
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mother* s attitude. Because the mother was able to accept
treatment, the case, at the time of this study, was still
active. The prognosis in this case was guarded.
The fourth case is a girl of seven years,
with an I. Q. of 117. She comes from an
average economic family, with one, younger
sibling, where there is some marital
discord. She was referred to the clinic
because of enuresis.
The father enjoys working at night, and
escaping life with his family. The mother
is seemingly beset by many burdens, and
finds it difficult to manage her two chil-
dren. She verbalizes that she is »run
ragged caring for patient and two-year-old
sibling* . She makes it known that they are
a burden from which she would like to be re-
leased. She gives in to patient* s demands,
as it is the easier way, and has never
carried through any consistent discipline
or training.
At the beginning of contact, the mother indi-
cated the need for help with patient* s noc-
turnal enuresis. Despite this need, she
resisted treatment by not allowing worker to
visit; not keeping clinic appointments; not
helping patient to keep appointments. When
given suggestions for handling bed wetting,
she immediately found reasons that made it
impossible for her to carry out these sug-
gestions. By contact with the psychiatrist
the child began to assume responsibility for
wetting, and the psychiatrist felt that im-
provement came about only because of patient*
s
assuming more responsibility for keeping dry,
due to the praise and approval she received at
clinic. The mother always felt the enuretic
condition was due to patient* s laziness. The
psychiatrist and the social worker agreed that
the patient* s problems seemed basically due to
lack of security arising from the mother* s at-
titude.
The case was closed when mother expressed
unwillingness to continue treatment. The
clinic had helped patient with her noc-

turnal enuresis, and felt that there was
nothing further for the clinic to do unless
the mother returned voluntarily. The case
was closed as treatment rejected by mother,
with treatment results. Improved Symptomati-
cally.
The child's problem, in this case, was due to the mother»s
rejection. The child was reacting to lack of security and
love. This child was able to respond to the praise and
approval of the clinic which encouraged symptomatic improve-
ment. However, since the mother rejected treatment, which
seems to be part of the picture of her inclusive rejection,
the clinic felt no further help could be given this child
without change in the mother's attitude.
It seems that this mother was not seeking help for her
child at the expense of her own need to perpetuate her pattern
of rejection.
The fifth case is a girl of four years, with
an I. Q. of eighty- two. She comes from an
average economic family, vvith one, older
sibling, where there is some marital discord.
She was referred to the clinic because of a
speech defect, and was found to be patheti-
cally withdrawn, without security, and
seemingly retarded. The marital relation-
ship seemed poor, with no harmony or under-
standing existing between the parents. There
was more of a detachment than overt conflict.
The psychiatrist felt, on first contact, that
the mother was a neurotic with whom treatment
was questionable. t>he also felt the patient
was reacting to a neurotic mother, who was
unable to give the child any love or accept-
ance, or a sense of security.
The mother resisted treatment by not allowing
the social worker to visit and by constantly
breaking clinic appointments. The mother's

behavior was erratic in the clinic setting.
An effort was made to keep the patient in
treatment in the hope that at least she might
benefit from speech therapy, which might prove
meaningful in her school adjustment. This
special effort also was made in the hope that
by the acceptance of the clinic and contact
with other children in the clinic setting this
child might appear less pathetically withdrawn
and frustrated.
However, the mother continued to be erratic,
resistant, and uncooperative, and it was felt
that the case had to be closed with treatment
rejected by the mother and treatment results.
Unimproved.
The child, in this case, was reacting to a neurotic,
rejecting mother. This mother not only was unable to change,
i| but was also unable to permit the clinic to work with the
child. Her rejection was so inclusive that there was no way
,1
that one could reach her.
A few concluding remarks about rejecting mothers seem
j
pertinent following this case presentation, keeping in mind
j
that the remarks are based on just the few cases presented.
This study indicates, in the main, that a mother who is
j!
rejecting of her child cannot change her attitude. Her re-
jection not only is deep-rooted in terms of the mother-child
relationship, but it represents her pattern of past expe-
rience, and is characteristic of her whole personality.
Can these children be helped even if the rejecting mother;
will not change their attitude? This study shows that perhaps
some symptomatic improvement could be made, ^ven if it was
not of great meaning to the child* s total adjustment, at least

it would be a beginning. However, with these rejecting
mothers, not only are they unable to change their attitude,
but their seeming inclusive rejection and their pattern of
unhealthy satisfactions make them unable to have their chil-
dren helped by any one. They have to protect their rejection
by rejecting treatment or seemingly anything that threatens
their need to remain unchanged. Their need to be rejecting is
consciously or unconsciously so emotionally important to them,
that change either of the children or themselves cannot be
included In the one case where there was symptomatic improve-
ment without change in the mother* s attitude, the mother sought
refuge in her rejection of any further change in the situa-
tion that was giving her emotional satisfaction.
Now one looks into the difference of the only case where
there was slight change in the rejecting mother *s attitude.
It would seem that this mother did not find satisfactory
refuge in her role of rejection. She returned in a confused
attempt to find some intellectual or emotional solace in
accepting her mother role. True, the prognosis in this case
was guarded and the movement was slow. However, one can see
that the clinic and this mother at least had direction in
common. Perhaps the difference in this case was that this
mother's rejection of her child was not the focus of her
present need, and another emotional impact or drive sought
preference for satisfaction.
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CHAPTi^R V
OVi!;HPROTJi;CTIVE iiOTHERS
Out of the twenty-seven cases studied nine of them were
overprotective mothers.
These children were referred for general disobedience;
speech defects; uncontrollable behavior; fears; night terrors;
freciuent crying in school; and expelled from school for stealin;.
It would then seem that the type of problem was too varied for
it to be of significance in terms of the type of mother. There
is in this group no one problem that gives insight into the
child* s personality or the type of mother.
Out of these nine cases, one was the only child; three
had one younger sibling; four had one older sibling; and one
had two older and two younger siblings. So, in four of the
total cases the patient was the youngest or only child which
might indicate some speculation about the youngest or only
child, in terms of overprotection. This speculation cannot be
proved or disproved by this study. In five of the total cases,
including again the only child, the patient was the first-born
which might indicate speculation about the first-born, in terms
of overprotection. However, this too can be but speculation
in this type of study. In the one case remaining, the patient
was the middle child.
The intelligence quotient of these children varied from
eighty-five to 137 which is a variation from dull average to
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superior intelligence. However, there has not been pointed out
by this variation, or by the cases studied, any significant
correlation between the child^s intelligence, the child*
s
!
disturbance, or the type of attitude of the mother.
I
The economic status of seven of these nine cases was
i
average, and two above average. It would then seem that the
financial pressures of this group were not factors in the
child's problem or the overprotectiveness of the mother. On
I
the other hand, the above average group was not so outstanding
that it would be of any over-all significance.
; The marital relationships of this group show that in one
case the mother was a widow; in four cases the marital re-
lationship was seemingly good; and in four cases there was
some marital discord. ^ Therefore, it would follow that the
}
marital relationships are not in proportion significant enough
to allow that they are meaningful, in terms of the overpro-
tective mothers* personalities as a group, or of the overpro-
tective mothers per se. On the other hand, it would seem that
!
the marital relationship of this group has to be in terms of
the individual cases, or perhaps more definitely in terms of
what overprotection represents in particular cases.
I
In one case, the overprotective mother was unable to
change her attitude. In four cases, there was "slight change"
in mother's attitude. In four other cases, each mother made
1 See Table III, p. 37.

TABLE III
PROBLEMS OF OVERPROTECTED
OF THEIR HOME
CHILDRETJ MD SEVERAL ASPECTS
Ei^VIROlMMENT
Case
Number
Problem Siblings I. m Economic
*^tatus
Marital Re-
lationship
13683 Stutter-
ing
One
younger
117 Average Marital
discord
13712 Speech
defect
One
older
103 Average ^eemingly
good
13789 Uncon-
trollable
behavior
One
older
112 Average Marital
discord
13830 Disobe-
dience
One
younger
116 Average ""idow
13838 Fears One
older
114 Above
average
Seeming-
ly good
13856 flight
terrors
Only
child
109 Average Marital
discord
13877 i^ight
terrors
One
younger
137 Above
average
Seeming-
ly good
13886 Frequent
crying in
school
One
older
129 Average Seeming-
ly good
13991 Expelled
from
school
Two
older
and two
younger
85 Average Marital
discord
greater change in her attitude than "slight chan^je" would
indicate
.
In the one case where mother*
s
attitude was unchanged.
«1
the case was still active at the time of last contact and the
result of treatment was Unimproved .
In the four cases where there was slight change in
mother's attitude, the cases were still active at the time of
I last contact, and the results were Improved Svmptomatically and
|j
Improved Parental Attitude ,
In the four cases where there was change in mother's
attitude, the cases were still active at the time of last
contact, and the results were Improved Symotomatically and
Improved Parental Attitude .^
;
Dicsussion of actual cases presented will indicate that
the same results of Improved Symptoma t ically and Improved
Parental Attitude is not proportionately meaningful in both
groups of the four cases. Ultimately the degree of improve-
' ment will be clarified.
From the over-all observations of this study, it would
seem that overprotective mothers, in the majority of cases,
are either unable to change their attitudes or to only make
slight change, with the children responding to change, in
proportion. However, in as many as four cases mothers were
able to make more meaningful change in their attitudes, with
the children responding to change, in proportion. Wow the
difference between the overprotective mothers who were able to
make meaningful change and those who were not has not been
2 See Table IV, pp. 39, 40.

TABLE IV
RELATIOIJSHIP OF SEVERAL ASPECTS OF THE OVEHPROTECTIVE MOTHER'S
ROLE 1^ THE TREATMENT PROCESS ViilTH RESQLTS OF TREATMENT
Case Length
Number of Time
in Months
Change in
Attitude
with "change"
indicating
meaningful
change
Reason for
Closing
'treatment
Results or
Last Con-
tact Re-
sults if
Case Active
13683
13712
13789
13830
13838
13856
10
10
Slight
change
Slight
change
No change
Change
Change
Change
Active
Active
Active
-Active
Active
Active
Improved
'^ymptomat-
ically
and
Parental
Attitude
Improved
Symptomat-
ically
and
Parental
Attitude
Unimproved
Improved
^ymptomat-
ically
and
Parental
^ttitudea
Improved
^ymptomat-
ically
and
Parental
Attitude
Improved
^ymptomat-
Ically
and
Parental
Attitude^

TABLii: IV (continued)
Case Length
iNumber of Time
in Months
Change in
Attitude
with "change"
indicating
meaningful
change
Reason for
Closing
Treatment
Results or
Last Con-
tact Re-
sults if
Case -Active
13877 Slight
change
-Active Improved
^ymptomat-
ically
and
Parental
-^^ttitude
1S886 Change Active Improved
^ymptomat-
ically
and
Parental
Attitude^
13991 4 Slight
change
Active Improved
^ymptomat-
Ically
and
Parental
Attitude
a Indicates meaningful adjustment and improvement.
pointed out yet in this study. Actual cases will be presented
for further insight. It is noted that the difference is not
included either in the type of problem or varying I. Q. of the
children, or in the pressures of large or financially poor
families. A representative number of five cases of these
overprotective mothers and their overprotected children will
Ii
be presented.
I The first case is a boy of eleven with an
I. Q. of 116. He comes from an average
economic family with one younger sibling
and where father is deceased. He was re-
ferred to the clinic because of disobedience.
The psychiatrist thought patient to be a
nervous, impatient child, dissatisfied with
everything. The child cries and fusses and
is unable to assume normal responsibility at
home. Mother feels that the father, who died
when patient was six-years-old, made a great
difference to patient, as he was always close
to his father, ^he and her relatives have
tried to compensate patient for his loss.
The psychiatrist felt that here was a bright
boy, of average intelligence, having difficulty
in adjusting to the loss of his father, and
resulting insecurity from the overprotective-
ness of his mother.
In social work interviews with mother, she was
able to see the connection in her own feeling
of loss of father and her overprotection of
patient. During following interviews with
social worker, the mother was able to allow
patient more freedom. Mother was able to
give up feeling sorry for herself and being
fearful of losing her son. This change, too,
was reflected in her attitude toward her son.
Mother was given insight that her own emotion-
al upset was the cause of her overprotection.
Her overprotection led to patient»s insecurity
and disobedience. The patient responded to
mother »s allowing him freedom and responsibility.
In this case, the mother was able to make a significant
;
change in her attitude. Because the boy was merely responding
I
with rebellion to the dependent, insecure relationship with
i| his mother, his change was able to be as constructive as
mother^ s. Mother* s overprotection, in this case, was because
I
of her own loneliness and fear of losing her son. This seemed
directly tied up with the loss of her husband. Mother was
«
using this reality out of proportion to the actual situation.
She was made to see that she was actually defeating her own
purpose of wanting to be a good mother and a happier person.
The second case is a four-year-old girl with
an I. Q. of 109. She comes from an average
economic family and is an only child. She
was referred to the clinic because of night
terrors. There was some marital discord, as
mother was upset by father»s great anxiety,
and because he never wanted to go out.
Mother was very eager for case work help, and
related positively to worker. Mother was given
some insight and thereby understanding and
patience with father's mental health. Mother
was encouraged to get father to use psychia-
tric help, and a referral of this nature was
made. Mother began to understand the relation-
ship between father's great overanxiety and pa-
tient's night terrors. Mother also began to
understand that her overprotective attitude of
patient was due to her lack of knowing how to
adequately deal with the whole situation, and
that this 'was leaving patient without any se-
curity in the situation. Mother realized that
she was reacting emotionally to her husband's
condition and to patient's symptom and general
unmanageableness . Worker recognized mother's
own needs and problems, and gave mother praise
as she better handled her husband and the pa-
tient. Mother's growing capacity to be firm yet
permissive helped patient to grow into a more
secure and therefore more manageable child.
Patient began to identify with mother, as she
found satisfaction in mother's encouraged in-
dependence .
In this case, the mother was able to make a great change
in her attitude. Patient was able to make a good adjustment.
Because the girl was responding to an anxious father and a con-
fused, overprotective mother, night terrors and general misbe-
havior resulted. Mother's overprotectiveness, in this case.
i
was her inability to know how to adequately deal with a child
who was reacting to an ill father. Mother sought to solve the
difficulty by overprotecting patient, thus leaving the child
in a completely insecure position. Mother also was reacting
emotionally to her ill husband and was confused in this area
too. Perhaps her overprotection can be tied up with her iden-
tification of patient with father and resulting frustration
and anxiety.
With case work help, the mother was able to change a
great deal, both in her understanding of her husband and her
only child. She related well to worker and was able to meet
some of her own needs in the support and praise she received
from the clinic. Mother, in turn, helped father to accept
psychiatric help for himself. Patient in her identification
with psychiatrist and mother became a more secure, independent,
happier child.
The third case is a six-year-old boy with an
I. Q. of 117. He comes from an average
economic family with one younger sibling.
He was referred to the clinic because of
stuttering, but on history taking this seemed
to be a minor factor in an aggressive boy.
Parents are both nervous and excitable, with
resultant marital discord. They are living
with other relatives and are under consider-
able strain.
Mother verbalizes rejection of her entire situa-
tion. How much of this rejection is directed at
patient is questionable. She doesn't allow pa-
tient any freedom. Mother gained some under-
standing of her own feelings of being thwarted
and nervous which made her react to patient on
a highly emotional restraining pitch. Mother
ti
seemed to become more permissive with patient
as she felt more secure in her relationship
with worker. She released considerable tension
about her relatives and her present home situa-
tion. Mother has been able to use a supportive
relationship to help her in her frustrating
experiences. She has been able to be more
permissive with patient, and so has made slight
change in her attitude. Patient seemed to gain
some security from his clinic contact, and
mother's greater permissiveness. Although his
over-all adjustment is still unsatisfactory, he
has been able to give up his nervous stuttering.
The actual environmental situation is unchanged.
The mother, in this case, was able to make slight change.
Mother's overprotectivene'ss, in this case, seems part of her
picture of rejection of her entire situation. Hers was a
nervous, excitable, restraining overprotectiveness . She was
able to use the support of the clinic in becoming more per-
missive with patient. The marital discord, in this case,
seemed also tied up with 'mother's rejection of her entire
situation. The reality situation could aggravate emotional
strain, but mother seemed unable to work toward change.
The fourth case is an eight-year-old boy with
an I, Q. of eighty-five. He comes from an
average economic family with tvi/o older and
two younger siblings. He was referred to the
clinic because he was expelled from school
for stealing and was a behavior problem.
Mother had bitter feeling toward father for
his domination of her. Parents are quite
protective of patient and strict in their
punishment; all of which sums up to a lack
of freedom. Mother is overprotective of pa-
tient in a thwarting type of manner. In psy-
chiatric interviews, patient got rid of some
of his belligerence in his conflict of expe-
riencing great insecurity with mother.
During social service contact, it was found
i
that mother was very slow to forgive patient
for stealing. She took it as an insult to
her conscientious mother role, rather than
as an indication of the child's problem. She
felt her warning of having him put away to
be sufficient. She could see little value
in psychiatric treatment, although she
verbally accepted the need for this. Mother
has some rejection of patient as she has of
father.
Mother was able to relate, to some extent, to
social worker after being assured that worker
did not blame her for the child's difficulty.
As mother gained acceptance from worker, she
was able to verbalize that patient would
profit more from her understanding of his
stealing than by punishment. Patient was
eventually able to give up stealing. How-
ever, mother could not accept insight into
the more basic reasons for patient's diffi-
culties. Because of the freedom and accept-
ance of the psychiatrist, patient was able
to give up some of his aggression in school.
Mother made slight change in her attitude,
and patient's improvement, in regard to
stealing and school behavior, was slight in
consideration of his over-all social adjust-
ment.
This mother's thwarting overprotection seemed motivated
by her accompanying rejection of patient. She seemed to
identify patient with father, about whom she verbalized rejec-
tion, and yet could not move toward change in her relationship
with father. Patient seemed to be striking out against a
thwarting, insecure position. Mother was able to make slight
change in her attitude as she found the parallel between
worker's understanding of her and her understanding of pa-
tient's stealing. Patient reacted to mother's understanding
by giving up stealing, and his improvement in his behavior
i1
seemed both part of mother* s slight change and freedom and
acceptance at clinic.
The fifth case is an eight-year-old boy with
an I. Q. of 112. He comes from an average
economic family with one older sibling. He
was referred to clinic because of fears.
Mother* s own disturbed emotional state is
undoubtedly the cause of much of patient*
s
behavior difficulty. She seems unable to
accept her feminine role with her husband,
and there is marital discord. Mother* s de-
pression and obsession with fears as to
what will happen to her children seem to
go beyond any normal limits. She cannot
give her children any freedom for fear
something will happen. She is afraid they
will get hurt, or will contract some con-
tagious disease, if allowed any of the usual
childhood contacts with other children. In
dealing with patient, mother is impatient,
hostile, demanding, and unpredictable. She
has urged old-v/orld standards of behavior
and respect from her child. She allows no
freedom, privileges, pleasures, or demonstra-
tions of love. Patient has resistance to
what mother demands of him as well as accom-
panying fears. This would seem to be both
rebellion on his part, as an expression of
the resentment he is feeling but doesn*t dare
verbalize, and identification with mother*
s
fears. Mother* s behavior is based on her own
childhood and now her rejection of patient.
Mother was urged to attend a psychiatric clinic,
and an appointment was made. However, mother
could not bring herself to attend.
The case has remained open so that this boy can
be helped to verbalize his feelings, in psy-
chiatric interviews, and mother can furih er
be helped to accept a psychiatric referral.
Although mother is resistant to treatment, she
continues contact with the clinic. At the time
of last contact, mother* s attitude was un-
changed, with treatment results. Unimproved.
This case seems to show rejection as the factor in over-
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protect!veness . Although the two previous cases were colored
by rejection, the rejection was not as pointed or clear-cut
ll
as it is in this case. Because mother* s whole pattern seems
jj
involved with the type of personality of the rejecting mother,
1 it is difficult to influence her to move toward change, and so
I
the patient, too, is unable to move toward change. The
mother *s own guilt compels her to be fearful and thereby ovei*-
' protective.
The remaining four cases in this group have two with
j
meaningful change in mother's attitude and two with slight
change. In all of these cases there is corresponding improve-
' ment with patients. These cases will not be presented be-
cause they do not prove to illustrate any more than has already
been pointed out in the cases presented.
Some closing comments can be made after the case presen-
tations, with the focus that the small number of cases indicate^
necessary limitations.
This study Indicates that a mother who is overprotective
can make meaningful change in her attitude, although, in the
majority of cases, there will be either slight change or no
change. The reason for overprotection of these mothers, in
terms of the mothers' personalities, is more significant than
I
the overprotection itself, in trying to determine the amount
of success one can have. This study points out that if
jl
mothers are reasonably mature, with positive sources of mater-
nal love, their overprotection is not an indictment against
f
inability to make important change. These mothers have a
yearning to be good mothers, together with deep-rooted fears
and insecurity.
In the first case, the mother overprotected her fear of
losing her loved one as she had already lost a loved one.
She was attempting to safeguard her loved one, and used over-
protectiveness as a defense mechanism in avoiding separation,*
In the second case, the mother overprotected in her own
fear and confusion of not knowing how to cope with her child, -
'i who was reacting to the illness of the other parent. She was
attempting to safeguard her only child in her confusion in her
mother role, in relation to the confusion in her feelings and !
handling of the illness.
This overprotection is not a manifestation of a generally
immature, unhealthy personality.
In one of these cases the mother was a widow, and in the
other the marital discord was in terms of the reality of the
father^s mental upset. Even in the case of a very real reason
I
for marital discord, one finds the mother expressing her gen-
eral maturity in readily accepting help for her husband and
giving him the strength he needed in using this help. She was
i
moving toward a better marital situation, and a more over-all
healthy situation.
However, the majority of the cases presented show that
||
there is rejection with overprotection. Where rejection is
j
a motivation of the overprotection, there is just slight
I
f{
i change or no change in the mother^ s attitude. This is often
i
j
called guilt overprotection. This study points out, in cases
I
four and five, that the greater the rejection, the greater
the guilt, the greater the need for overprotection, and fi-
nally the less chance there is for change. One observes that
j
in place of the positive sources of maternal love are the
ji unhealthy needs of immature personalities.
i
One sees, in the third, fourth and fifth cases the gen-
eral immaturity of the mothers expressed in their marital
situations as well,
I
It can be stated that this study definitely indicates
that the children of these overprotected mothers are express-
ing the conflicts of their parents, and the change of these
children is in almost direct proportion to the change in ma-
ternal attitudes. The cases demonstrate that one can allow
only a slight margin to the change brought about in children
by their relationship with the clinic per se.

CHAPTER VI
AJViBIVALEiMT MOTHiiHS
Out of the twenty-seven cases studied six of them were
ambivalent mothers. These children were referred for failing
in school work; temper tantrums; lying; poor school work;
speech; and nail biting. It would again seem that the type of
problem was too varied to be of significance, in terms of the
type of mother. There is in this group no specific disturb-
ance of the child that is significant in determining the per-
sonality of the child or of the mother.
Out of these six cases one had two older and three
younger siblings; two had one younger sibling; one had five
older and two younger siblings; and two had three older sib-
lings. There seems indicated no specific trend in relation to
the patient's position in the family, his problem, or the
mother's attitude. However, one does see in this group larger
families than in any other group presented in this study, which
may or may not be significant.
The intelligence quotient of these children varied from
i| sixty-eight to 132. The I. Q. of sixty-eight is below the
usual acceptable intelligence of a child using the services of
the clinic. However, in this case, it was a foster home place-
ment by the Court, and the service of the clinic was to give
the child speech therapy, and to help this intelligent foster
ji mother work through some of her ambivalent feelings about a
il
I
retarded child. There was only slight change in this foster
t
mother's attitude, and the child improved symptomatically as
l'
she was able to stop biting her nails and was able to respond
l| to speech therapy. However, this case has been known only
three months, and the prognosis is good for this foster mother
, to make a greater change for the better in her attitude and to
allow this child to adjust to the best of her ability. This is
not a typical case because the actual I. Q. did play an impor-
tant part, and it will not be presented with other cases.
The variation of the rest of the I. Q. was from ninety-
i four to 132. In the case of the I. Q. of ninety-four, the
' child^s intelligence, the child* s disturbance, the type of at-
!
titude of the mother, did seem to be of significance to each
other. However, because it seemed more a matter of mother-
I
child relationship than any actual retardation, the case
' material will be presented. In the remaining four cases, with
the range in I. Q. from ninety-six to 132, there seemed to be
1^
I
no significant correlation between the child's intelligence,
j
the child's disturbance, or the mother's attitude.
The economic status of three of these cases was average,
j
and three above average. It would then seem that the financial
pressures of this group were not factors in the child's prob-
lem or the ambivalence of the mother. On the other hand, this
is the only group in the study where fifty per cent of the
families were above the average economic status. This may or
I
may not be of significance when one sees the general personalitj
structures of these mothers.
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The marital relationship of this group shows that there
was some marital discord in three cases, and in three other
cases the marital relationship was seemingly good. In the
latter group one child was not in her own home, but in foster
care.
It seems well to mention that in two of the cases where
there was marital discord, it did not seem suggestive enough
to be of significance in terms of the problem of the child, or
the over-all adjustment of the mother. In the other case, the
mother was suffering from menopausal symptoms which seemed to
I
effect her attitude to the child and her marital adjustment.
This case will be presented with the case material. Thus, it
would follow that in five out of the six cases the marital
discord was negligible, which may indicate general maturity,
in terms of the ambivalent mothers* personalities as a group.
^
The ambivalent mother, in two cases, was able to make just
I
slight change in her attitude, and in the other four cases she
I
was able to make a change of greater degree than slight change
would indicate.
The last contact in all of the cases was Improved Sympto -
matically and Improved Parental Attitude . However, there was a
difference of degree in improvement in the two cases where
there was just slight change and in the other four cases.
1 See Table V, p. 53.
fi
TABLE V
PROBLEMS OF CHILDREN OF AMBIVALENT MOTHERS MB SEVERAL
ASPECTS OF THEIR HOME ENVIRONMENT
Case Problem Siblings I. Q. Economic
Number status
Marital
^elation-
ship
15639 Failing
13700
13762
Temper
tantrums
Lying
12769 Poor
school
work
13933 Speech
Nail
biting
13985 Speech
Two older
Three
younger
Three
older
One
younger
One
younger
Five
older
Two
younger
Three
older
94
132
111
103
68
96
Average
Above
average
Average
Above
average
Above
average
Average
Marital
discords-
Marital
discord
Seemingly
good
Marital
discord^
Foster home
placement
by Court
Seemingly
good
a Negligible discord.

'I
In the cases where there was just slight change in mother's
attituae, the last contact result of Improved Svmotomatically
and Improved Parental Attitude did not show the same amount of
progress that the same category results in the other cases
evidenced.
Then, it would seem that as a group ambivalent mothers are
;i
able to make substantial changes in their attitudes with their
j children responding to change, in proportion. They are as a
group of good financial status. They are as a group seemingly
mature enough to make reasonably good marital adjustment.
Actual cases will be presented for further insight into
personalities and maternal attitudes of ambivalent mothers and
their children, A representative number of three of these
cases will be presented.
The first case is a boy of twelve with an
I. Q. of ninety-four, who was mentioned pre-
viously. He comes from an average economic
family with two older and three younger sib-
lings. He was referred to the clinic be-
cause of failure in school work. There
seemed to be some marital discord in this
family. However, this was due to mother's
resentment of her mother-in-law, and did
not seem to be especially meaningful in
terms of any deep-rooted, unhealthy needs
of these parents.
patient was mother's first boy, and mother
had hoped that he would be quite brilliant
and gifted. Mother's disappointment in pa-
tient's mental ability seemed to be the basis
2 See Table VI, pp. 55, 56.
fi
TABLE VI
RELATIO.JSHIP OF SEVERAL ASPECTS OF THE Ai/iBIVALEI^T MOTHER'S
HOLE I2J THE TREi.Tl/lE^^lT PROCESS WITH RESULTS OF TRE^TMEWT
Case Length
Number of Time
in Months
Cnange in
iittituae
with "change"
indicating
meaningful
change
Reason
for
Closing
Treatment Re-
sults or Last
Contact Re-
sults if Case
Active
13739 11 Change Active Improved ^ymp-
tomatically
and
Parental Atti-
tude a
13700 10 Slight
change
Active Improved Symp-
tomatically
and
Parental Atti-
tude
13765 Change Active Improved Symp-
tomatically
and
Parental Attl-
tude^
13769
13933
Change
Slight
change
Active
i^ctive
Improved Symp-
tomatically
and
Parental Atti-
tude^
Improved Symp-
tomatically
and
Parental atti-
tude
fi
TABLE VI (continued)
Case Length
Number of Time
in Months
Change in
Attituae
with "change"
indicating
meaningful
change
Reason
for
Closing
Treatment Re-
sults or Last
Contact Re-
sults if Case
Active
13985 3 Change Active Improved 3ymp-
tomatically
and
Parental ^tt±-
tudea
a Indicates meaningful adjustment and improvement.
for her negative feelings, which made for
ambivalence. Mother was an intelligent,
ambitious woman, who Kept pushing patient
beyond his capacity. Mother reacted with
ambivalence at her growing disappointment,
and patient reacted by failing in his
school work. He became increasingly in-
secure ana lacked self-confidence.
Patient had interviews with the psychia-
trist, who attempted to give this boy
understanding, and explored with him his
own interests and goals. The psychiatrist
recomiuended that the social worker en-
courage and reassure mother that vocational
school would be good for patient, instead of
mother* s hopes for professional training for
patient.
This mother, who was intelligent and well-
adjusted for the most part, was able to gain
insight into the unrealistic attempts that
were hindering patient from reaching any
satisfactory achievement. She was able to
accept social service in wanting vocational
i
school for patient, and her attitude was more
permissive in what he was able to achieve
rather than what she had pre-determlned for
him. Mother^ s attitude had precipitated pa-
tient^ s symptoms, and mother's change of at-
titude allowed positive prognosis for this
boy. Mother and patient were able to make
an important change, the mother in her at-
titude toward the patient, and the patient,
in terms of his total adjustment.
In this case, it would seem that mother's negative
feelings and resulting ambivalence were due to her projected
formulation of what was a goal for patient, which was not in
terms of the reality situation. This mother was an intelli-
gent, self-assertive type of person, and she was serving her
own drive for accomplishment. However, this mother could
accept and use case work help. When given insight that she
was actually defeating her own purpose as well as putting the
son in an insecure, threatening position, she was able to
direct her drive in a new-found conception of consistent
accomplishment and good mother role.
The second case is a boy of four with an
I. Q. of 132, whose mother was referred to
previously as menopausal. He comes from
an above average economic family with three
older siblings. He was referred to the
clinic because of temper tantrums. There
was marital discord in the family which was
not of long-standing, but rather due to
mother's present upset condition.
Mother had always been an adequate and effi-
cient person. However, her menopause seemed
to represent a threat to this active woman»s
adjustment. She is easily irritated and
impatient, and the child is keen to do the
things that are upsetting and attention
gaining. Mother realizes that at times she
i
expects too much from patient, and at other
times treats him almost as a baby, which is
the fluctuation of her positive and negative
feelings for him. Mother* s ambivalence is
recognized by her to be part of her own emo-
tional reaction, and is not in keeping with
understanding and consistent training for pa-
tient, who is reacting to his insecure posi-
tion. Nursery school plans were worked out
for patient as an environmental solution.
However, this mother, herself, has only made
slight change, but is attempting to move toward
greater change. Patient has benefited, to
some extent, by mother's slight change as
well as by nursery school, but this does not
indicate a good over-all adjustment.
In this case, this seemingly intelligent and efficient
mother was threatened by her menopause. Her upset physical
and mental condition seemed the cause of her ambivalent feel-
ings toward her four-year-old son. Although she could in-
tellectualize well, she could not make any real progress in
her emotional reactions, at this time. Patient, in turn,
seemed to know how to manipulate mother to meet his own needs,
which were not in keeping with his best development.
The third case is a boy of five with an
I. Q. of ninety-six. He comes from an
average economic family with three older
siblings. He was referred to the clinic
because of speech and received speech
therapy. However, in psychiatric inter-
views, it was found that this boy was quite
timid and withdrawn. The marital relation-
ship was seemingly good.
Mother is seemingly an intelligent, quite
domineering type of person. She seems to
have made good social adjustment, and is
regarded as a leader in her small community.
Her ambivalence toward her young son seems
to be based on her negative reaction to his
timidity and lack of aggression. Mother was
i
made to see that patient was reacting to
his insecurity in the situation. Mother,
who was always engaged in activities and in
being efficient, did not realize that pa-
tient had learned to accept the passive role.
Mother directed her energy to accomplishment
in this area of being a good mother. She was
able to react with more consistent under-
standing and encouragement rather than with
ambivalence. Mother responded to worker's
praise of her progress. Patient's response
to mother's progress initiated a promising
satisfactory adjustment.
In this case, mother's ambivalence seemed to be tied up
with her lack of understanding and acceptance of a slow, un-
aggressive boy. She was intelligent, active, and quite dom-
I ineering. With case work help, mother was able to direct her
;
drive for accomplishment to be a good mother. She seemed
i challenged by the insight she gained, and was able to use it
I
in improving her attitude, to a great extent.
The remaining case material will not be presented, as it
does not serve to point out any further clarification of this
type of mother.
jl
In summing up this chapter, it should be kept in mind
i| that any generalizations are in terms of the limited number of
j
cases studied. This study indicates that mothers who are
ambivalent can make meaningful change in their attitudes
toward their children. For the most part these mothers seem
to be intelligent, self-assertive, fairly capable persons.
I
Their attitudes toward their children seem to be expressions
f
of their personalities. However, there is within this type of
i«
jpersonality enough general adjustment and drive to make use of
any intellectual insight gained from clinic help. In the one
case where the mother was not able to make a meaningful change,
it seemed that this mother was reacting to the physical and
emotional aspects of vvhat her menopause meant to her, and
she could not marshal her intelligence and other potentials
to move toward greater improvement. It can be stated that
i
this study definitely indicates that children of these ambiv-
alent mothers are reacting to the personalities and maternal
attitudes of these mothers. The improvement in the children
1 is almost in direct proportion to the improvement in the at-
titudes of the mothers.
i
CHAPTER VII
lUDIFFfiRi^l^T MOTHERS
Out of the tvv'enty- seven cases studied, four of them were
classified as indifferent mothers. These children were re-
ferred for hyperactivity; poor school adjustment; poor sport;
J
cry baby; and speech. Wo particular problem of the child is
important in knowing the general personality type of the child
or the mother.
Out of the four cases, three had one younger sibling,
j
and one had three older and two younger siblings. There seemed
]
indicated no specific trend in relation to the patient's po-
1 sition in the family, his problem, or the mother's attitude.
I Perhaps one can speculate that the mother's indifference may
have become more meaningful to the three patients with one
younger sibling, when they could regard it in terms of sib-
ling rivalry. However, in this study it would be just specu-
1
lation.
The intelligence quotient of these children varied from
seventy -nine to 129. It was felt that the patient with an
I. Q. of seventy-nine was reacting at least partly to her
limited intelligence. Her hyperactivity seemed an irrational
'i acting out of her primitive impulses, as v;ell as her reaction
to an indifferent mother figure. This child was placed in the
j
home of a paternal aunt. This aunt had an unstable, immature
ii
I
personality, and seemed entirely without affect toward the
i
child and toward treatment. It was felt by the clinic that
I
both the child and the aunt were unable to benefit from clinic
I
help, and the case was closed, as an irremediable situation,
I
with treatment results, Unimproved .
I The intelligence quotient of the children in the other
three cases varied from ninety-three to 129, and there seemed
to be no significant correlation betvveen the child^s intelli-
gence, the child's disturbance, or the type of attitude of the
mother.
The economic status of two of these cases was average;
one was above average; and one was below average. It would
then seem that the financial pressures of this group were not
significant factors in the child's problem or the indifference
of the mother.
The marital relationships of this group show that in one
I
case the patient was with a paternal aunt; in one case the
parents were separated; and in two cases there was marital dis-
cord in the family. It would therefore follow that as a group
these mothers made poor marital adjustments. This might indi-
cate the trend that these mothers, as a group, have difficulty
j
in making a general adjustment to life's situations.
^
The indifferent mother, in three cases, was unable to
change her attitude. In one case it was felt to be an irre-
mediable situation and the case was closed with treatment
62
1 See Table VII, p. 63.
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TABLE VII
PROBLEMS OF CHILDKEW OF II^DIFFEREiJT MOTHERS PSD SEVERAL
ASPECTS OF THEIR HOME ENVIRONMENT
Case
Number
Problem Siblings I. Q. Economic
Status
Marital Re-
lationship
13682 Hyper-
activity
13902 Poor
school
adjust-
ment
13927 Poor
sport
cry baby
13975 Speech
One
younger
One
younger
One
younger
Three
older
two
younger
79
100
129
93
Average
Average
Above
average
Below
average
Foster
home
Parents
separated
Marital
discord
Marital
discord
results. Unimproved . In another case, the case was still
active at time of last contact, with treatment results.
Unimproved . In the third case, the case was closed as mother
rejected treatment, but there was some slight symptomatic
improvement in patient. The case was closed with treatment
results. Improved Symptomatically . In one case the indiffer-
ent mother was able to make slight change in her attitude. In
this case, the case was still active. At the time of last
contact treatment results were Improved Symptomatically and
Improved Parental Attitude. This improvement was superficial
I
in terras of over-all adjustment*^
TABLE VIII
RELATIOJiSHIP OF bEVEHAL AbPECTS OF THE li^DIFFEREi^T MOTHER* S
ROLE IW THE TREATMEm PROCESS lfl.'ITH RESQLTS OF TREATMEi^T
Case Length Change in Reason for
Number of Time Attitude Closing
in Months
Treatment Re
suits or Last
Contact Re-
sults if Case
Active
13682
13902
13927
13975
Uo change
Slight
change
1^0 change
i^o change
Irremedia-
ble situa-
tion
Active
Mother re-
jected treat-
ment
Active
Unimproved
Improved
symptomati-
cally
and
Parental At-
titude
Improved
symptomati-
cally
Unimproved
As a group indifferent mothers are seemingly unable to
make meaningful change in their attitudes. They are as a groupl
unable to sustain satisfactory marital relationships which
seems to provide insight into their inability to make general
adjustment, -^s a group their financial status does not pre-
sent a real obstacle in their possibility for adjustment.
64
2 See Table VIII, supra.
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Actual cases will be presented for further insight.
All of these cases studied will be presented, except the case
previously mentioned.
The first case is a boy of seven with an
I. Q. of 100. He comes from an average
economic family with one younger sibling.
He was referred to clinic because of poor
school adjustment. Mother is separated
from father, and is certain that she does
not want to take father back even if he
returns. She has no ^feeling* for him.
However, it seems quite possible that her
marital difficulties have been the centre
of her focus, and she has not been able to
be concerned about patient.
The psychiatrist felt that this was a boy
of average intelligence, who had always been
overactive, destructive, and aggressive. She
felt that patient suffered from original re-
jection from his father, who never had a v^arm
relationship to patient. In father* s sporad-
ic visits to the home he completely ignored
patient. Now, patient is constantly trying to
get recognition from mother, on the one hand,
and rebelling against his insecurity, on the
other hand.
Mother has a very detached unconcerned way of
talking about patient's difficulties, and does
not appear to have done anything constructive
about his behavior. She verbalizes his faults,
and then ignores them. Mother was never able
to encourage patient with his school work, and
she was not disturbed when patient was not
promoted. Mother identifies patient with
father, to some extent, and was thus unable
to accept him objectively. Mother for the
most part is a narcissistic type of person.
Hov/ever, she was able eventually to carry out
some of the suggestions of the clinic on a
spasmodic basis, which did make for slight
change in her attitude, -f'or instance: She
was at times able to praise patient, and to
give him some encouragement.
In this case, the mother was an immature person and much
4
too preoccupied with herself to be able to show much feeling
for patient. Patient was reacting to his complete lack of
security. Mother was able to relate to worker and to use
case TvTork help to the extent of carrying through with sug-
gestions on a spasmodic basis. Patient, in turn, was able to
Just superficially benefit from mother's attempts at offering
him the security that he was in so many ways demanding.
The second case is a boy of ten with an I. Q.
of 129. He comes from an above average eco-
nomic family with one younger sibling. He
was referred to the clinic because he was a
poor sport and a cry baby. There is marital
discord as father seeks his satisfactions
away from home.
Mother feels very sorry for herself, and much
of her time is tied up with thinking about her
sorry plight. Meither parent is demonstrative
toward patient, but talks to him as if he were
an adult. Mother says: 'ri either of us is the
type who gets down to a child's level.* Mother
says she is not given to much hugging and
kissing. Both parents are of superior intelli-
gence, but unable to give much concern for pa-
tient.
Patient, who was always expected to meet emo-
tional and disciplinary responses beyond his
readiness, has now resorted to immature be-
havior for his age. Mother verbalized how
her attitude and handling of patient were
provoking his seeking infantile satisfac-
tion. However, her emotional response was
ineffectual.
In psychiatric interviews this intelligent
boy received recognition and praise, and
was able to receive satisfaction from func-
tioning on a ten-year-old level. This led
to some superficial symptomatic improvement
with patient. It was ultimately felt by the
clinic that this mother actually had the same
feeling for the clinic that she had toward
*
patient, that of indifference. Her intell-
ectual response did not make for emotional
response, and the improvement with this pa-
tient could not be considered meaningful.
Mother terminated her contact with clinic,
and the case was closed as treatment re-
jected by mother, with treatment results.
Improved Symptomatically.
In this case, mother was engaged in self-preoccupation.
She had never been able to give much of herself in her rela-
tionship with her son or her husband. The boy reacted with
infantile behavior to gain the a ttention and satisfaction he
had never received from conforming to his parents' standards.
He gained some temporary, more healthy satisfactions from the
clinic, but ultimately the mother rejected treatment and the
improvement in this case was superficial.
The third case is a boy of six with an I. Q,
of ninety- three. He comes from a below
average economic family with three older
siblings and two younger siblings. He was
referred to the clinic because of his unin-
telligible speech. Psychiatric interviews
showed that for the most part he was apa-
thetic. There is marital discord that mani-
fests itself in detachment. Father works
nights and seems to enjoy this as a nec-
essary escape.
Mother seems to lack any free or spontaneous
reaction. t»he is unresponsive and seemingly
uninterested. Although she cares for the
children's physical needs, she seems unable
to make any emotional response. She was not
able to take any active part in the inter-
views, and resisted coming to the clinic.
Father often brought patient to the clinic,
and responded to the clinic as though his
responsibility ended in getting patient
there.
I
The case remained active in an attempt to
have this boy receive some benefit from
speech therapy and general contact with
clinic.
In this case, the mother was completely unresponsive to
the clinic as she appeared to be to her son. She demonstrated
no ability to change her attitude. It was felt by the clinic
that this boy should continue to have the opportunity to
receive speech therapy and continue contact with clinic. How-
ever, at the time of last contact no improvement was indi-
cated.
After the case presentations, there can be some concluding
remarks. However, it is recognized that the following remarks
are just in keeping with the limited material studied. This
study indicates that a mother who is indifferent cannot make
I
any meaningful change in her attitude toward her children.
In the four cases studied there was either just slight change
or no change. This seems generally tied up with the general
personalities of these mothers. The general inability of these
mothers to make satisfactory marital adjustment has already
been mentioned. Further, these mothers seem markedly pre-
occupied with themselves. They are xiot receptive to help.
They are seemingly not mature or stable enough to give freely
of themselves in their relationships to others, and this is
strongly demonstrated in their maternal attitudes.
It can be stated that this study definitely indicates
that children of indifferent mothers react to the personali-
4
ties and maternal attitudes of these mothers. There seems to
be no typical personality type in these children, but they
seek their individual manner of expressing their frustration
in their reaction to their mothers.
Since one does not have much success in treatment with
these mothers, one likewise does not have much success in
treatment with these children. In case two, one can allow
only a slight margin to the change brought about in the child
by the relationship with the clinic per se. In case three,
it was hoped by the clinic that there might be some symptomat-
ic improvement in this boy even without change in the mother's
attitude, as the clinic was dealing with a tangible. However,
at best one can allow only a slight margin to the change
brought about by the contact with the clinic per se. It is
still in keeping with the facts pointed out by this study to
reiterate that the improvement of the child is almost in
direct proportion to the improvement in the mother's attitude.

CHAPTER VIII
ADEQUATE MOTHERS
Out of the tvventy- seven cases studied, three of them were
adequate mothers, or mothers with an adequate mother - child
relationship .
These children were referred for stealing and speech
defects* It cannot be said that the child presents any typical
disturbance that clarifies either the child* s or the mother*
s
personality.
Out of these three cases, one patient had two older and
three younger siblings, but he was in a foster home placement
without his siblings. In the other two cases, one patient had
three older siblings, and the other patient had two older and
two younger siblings. There seemed indicated no specific
trend in relation to the patient* s position in the family, his
problem, or the mother's attitude.
The intelligence quotient of these children varied from
ninety-two to 106. There seemed to be no definite correlation
between the child* s intelligence, the child* s disturbance, or
the type of mother.
The economic status of these three families was average.
It vrould then seem that the financial pressures of this group
were not significant factors in the child* s problem or the
attitude of the mother.
The marital relationships of this group were seemingly
good. In the one case where the child was in a foster home

placement, the marital relationship was very good. This might
indicate the trend that these mothers, as a group, can make
a general adjustment to lifers situations and thereby indicate
their general maturity.-'-
The mothers, in these three cases, were able to make
meaningful change in their attitudes, and thereby stimulated
and allowed the children to make purposeful change. In one
case, the case was closed because the improvement was satis-
factory. The treatment result was Improved Satisfactory . In
the other two cases, the cases were active at the time of last
contact. Treatment results in both cases were Improved Symp -
tomatically and Improved Parental Attitude , which indicated
real improvement in terms of prognosis and over-all adjust-
ment.^
Now, seemingly, as a group, adequate mothers are able to
make successful changes in their attitudes. It follows that
their children are able to change, in proportion. They are
not, as a group, under undue financial pressure which might
interfere with their adjustment. They are able, as a group,
to maintain marital relationships that seem to indicate
generally mature adjustment.
Actual cases will be presented for further opportunity
to observe the personalities and maternal attitudes of
1 bee Table IX, p. 72.
2 See Table X, p. 73.

TABLE IX
PfiOBLElVlS OF CHILDHErJ OF ADE(.^UaTE iViOTHEnS MD SEVEKaL
ASPECTS OF THEIR HOME ENVIRONMENT
Case
Number
Problem Siblings I. Q. Economic
Status
Marital
•^elation-
ship
13805 Stuttering Three
older
13387 Stealing
13925 Speech
Two
older
three
younger
Two
older
two
younger
106
95
92
Average
Average
Average
i^eemingly,
good
Foster
home
Seemingly
good
adequate mothers and their children*
The first case is a boy of fourteen with an
I. Q. of 106. He comes from an average ec-
onomic family with three older siblings. He
was referred to the clinic because of stut-
tering, for which he received speech therapy.
The marital relationship of the family is
seemingly good. Patient is a tense, sen-
sitive adolescent.
Mother seems very intelligent, understanding,
and willing to cooperate. She now realizes
that she has hindered this boy by drilling
him with his school work and generally doing
too much for him; that possibly she has
hampered his independence and has made it
more difficult for him to do things on his
own initiative. Both parents have expected
much from the children with regard to con-
forming to a high standard of behavior.
i
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Table x
relatiolmship of several aspects of the adequate mother»s
role ij^ the treatmelmt process with results of treatment
Case Length
Number of Time
in Months
Change in
Attitude
with "change"
indicating
meaningful
change
Reason for
Closing
Treatment Re-
sults or Last
Contact Re-
sults if Case
Active
13805
13887
13925
Change
Change
Change
Active
Improved
^^atisfac-
tory
Active
Improved
Symptomati-
cally
and
Parental At-
titudea
Improved Sat-
isfactory
Improved
•^yraptomat-
ically
and
Parental At-
titude^
a Indicates meaningful adjustment and improvement.
Patient's nervous stuttering and poor
school work seem the outgrowth of mother*
s
too strict attempts to help him, as well
as the lack of freedom he must feel in
trying to conform.
Mother, who is sincere and generally accepting
of a good mother role, gains insight into* her
own situation. She realizes that she needs
to offer him motherly warmth, but also to
i
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allow patient the independence and freedom he
needs to develop his own personality. Worker
considered mother a person of excellent stan-
dards, warm, motherly, and understanding. The
prognosis of this case is good.
In this case, the mother was actually trying too hard to
help this teen-age boy, who developed tense, nervous stutter-
ing as a result of the pressure he felt. However, the mother
was essentially an accepting, well-acijusted person and was
quick to gain insight and to change her attituae. The boy was
able to benefit and moved towaras a better over-all adjustment.
The second case is a boy of eleven with
an I. Q. of ninety-five. He comes from
an average economic foster home. He was
referred to the clinic because of stealing.
The marital relationship of the foster home
parents is very good. The boy comes from a
very poor, unstable background.
Finally the patient was removed from his
home by the Society for the Prevention of
Cruelty to Children. He had been engaged
in petty stealing, for a long time. He
was too young to be committed to Lyman
School, and was referred to a social agency
for foster home placement. When the pa-
tient came to the clinic he had been in the
foster home quite a while when stealing
re-occurred. Actually the foster father
handled the situation very well. Patient
also showed rivalry with twin sons in the
foster family, who were two years younger
than the patient. The foster mother was
given understanding of the aifficulties she
was experiencing. She was given praise and
further support in handling the situation.
As time went on patient appeared to be much
more secure, in his own right, in the family
relationship. He was very fond of foster
father, who appeared to handle him wisely.
The foster mother, too, was very under-
standing, but perhaps too apprehensive
iI
and rigid, which may have tended to
overtrain him. This was detrimental to
her usual spontaneity ana security in
her mother role. Foster mother was helped
with these feelings, which she was aware
of on first clinic visit. She gained
increasing security in the situation her-
self. At present it seems that foster
parents have done a very fine job with
this boy. The case was closed with treat-
ment results. Improved Satisfactory.
In this case, the boy had been reacting to an unstable
background. When he was placed in a home where he was able to
experience an adequate relationship with a mother and a father
figure, the prognosis of the case was very good.
However, this foster mother did need the support and
help of the clinic to further her security in the situation,
and thereby help this boy in his struggle for adequate adjust-
ment. The case was closed because of satisfactory improvement.
This foster mother was encouraged to return if she needed
further help or suggestions with this boy.
The third case is a boy of fourteen with
an I. Q. of ninety- two. He comes from an
average economic family with two older
and tv^o younger siblings. He was referred
to the clinic because of his speech, for
which he received speech therapy. The
marital relationship of the family is
seemingly good.
Patient is a self-conscious, rather in-
hibited boy. His awkwardness is accentua-
ted by poor posture. Patient's speech-
defect became marked during adolescence.
School is becoming increasingly difficult
due to his speech aefect and possible
resulting self-consciousness. Mother
worries and is very excitable. Until
clinic contact she seemed to have little

constructive conception of Just how to
help this boy with his problem.
However, mother had a sincere and healthy
interest in her son and wanted to acquire
insight. She accepted all suggestions made
by the clinic and was especially praised by
worker for her patience and understanding.
Mother appreciated that it would take time
for patient's problem to clear up. The
prognosis for the over-all adjustment is
good.
In this case, in spite of the mother's rather nervous
personality, she was sufficiently well-adjusted to be able to
focus on gaining insight into better handling of this boy.
In presenting concluding remarks, it is recognized that
these remarks are pertinent only within the limitations of the
few cases presented. These mothers, who have an adequate
mother-child relationship, are by no means perfect mothers.
However, this study shows that these mothers are personally
well enough adjusted to be able to give enough of themselves
to successfully use the services of the clinic. This manner
of aajustment can also be seen in their sustained good marital
relationships. This type of mother has enough positive and
healthy feelings in her relationship to her child to be able to
accept him, as well as to accept help for him and for herself
within this relationship. Because of the wholesome maternal
I
attitudes of these mothers, which seem part of their general
maturity, they are able to make meaningful improvement. Their
children move toward improvement as successfully as these
mothers respond to treatment.
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CHAPTER IX
SUMMARY MD CONCLQSIONS
Before presenting any summary of the findings and dis-
cussion of this study, it seems necessary to state that no
evidence is entirely conclusive. Although this study repre-
sents cases treated at West End Child Guidance Clinic from
June, 1947 through July, 1948, this number becomes limited
when broken into the various categories of maternal attitudes
and treatment. For example: Some categories had only three
or four cases on which findings and conclusions could be based.
Much of the data within the cases was insufficient, either
because it was unKnown, according to the record, or because
the record was incomplete and important facts were omitted.
ij Also, this study has attempted to present an adequate cross-
section of cases in the period studied at West End Child
Guidance Clinic, but the cases have been discussed only in so
far as they have been influenced by mothers' attitudes. Other
factors of importance have not been dealt with, since it was
not intended to discuss the dynamics of the cases, as such,
but only to call attention to some typical maternal attitudes
and how treatment with the child was thereby effected.
The results of this study indicate that no specific
personality traits are applicable to the children in this
study who manifest behavior problems. It cannot be said that
there is any typical manifestation of disturbance that is
h revealing. In terms of the child's personality or the type
4
of mother.
Although there was some suggested speculation in specific
categories, there seemed indicated in this study no specific
trend in relation to the patient's position in the family,
his problem, or the attitude of the mother.
The intelligence of these children varied, but it was
generally felt to be without important significance in the
child's problem or the type of attitude of the mother. There
were two cases where the limited intelligence of the child
seemed directly tied up with the child's disturbance and re-
sulting reaction of the mother. However, these two cases were
distinctly pointed out so that they did not interfere with the
focus of the results concerned primarily with the social and
emotional aspects of the child's problem.
It appears from this study that the economic status of
these families was not inaicative of anything by itself. It
is generally accepted that parents in poor financial condition
find aajustment more difficult than do those who are finan-
cially coiufortable. Yet, in this study there seemed no undue
financial pressure on these families that would present any
real obstacle to their chance for adjustment.
It did appear from this study that there is some correla-
tion between the marital situation, the mother's ability to
use clinic service, and treatment results. This seemed to
indicate that real difficulties arise in the marital situation,
not because the parents are incompatible, but rather because

one or the other is immature or not sufficiently stable to be
able to adjust. This same immaturity and instability that
creates real marital discord or separation, makes for a more
general lack of adjustment. It is not assumed that a poor
marital relationship aaversely affects trea.tment results, but
rather that this is indicative of a general inability to
adjust within the mother. It is this fact which hinders im-
provement in the child.
This study shows that in eleven of the twenty-seven cases
studied the mother was able to make meaningful change in her
attitude; in eight of the cases the mother was able to make
only slight change; and in eight of the cases the mother was
not able to make any change. This becomes especially re-
vealing when, in close proportion, eleven of the children were
able to make meaningful change with their problems; ten of the
children were able to make only slight change; and six chil-
dren were not able to make any change. The type of maternal
attitude and the ability of the mother to change seem to be
the keynote in the amount of success that is possible with the
Chi Id.
In looking more closely at the results of this study, it
is found that the chilaren of rejecting and indifferent
mothers produce the most unsuccessful treatment. Rejecting
mothers have to protect their rejection by rejecting treatment
1 See Tables XI and XII, p. 80.
ft
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TABLE XI
RELATIONSHIP BETV.EEi'J MaTERiUL ATTITUDE AND CHAI^GE IN
MOTHER'S ATTITUDE DURING TREATMENT
Maternal Change or Slight No
Attitudes Meaningful Change Change
Change
Rejecting 1 4
Overprotective 4 4 1
•
Ambivalent 4 2
Indifferent 1 3
Adequate 3
TABLE XII
RELATIONSHIP BETWEEN' MATERIAL ATTITUDE AND CHAJ^JGE IN
CHILD'S PROBLEM DURING TREATHvlENT
Maternal Change or Slight No
Attitudes Meaningful Change Change
Change
Rejecting 2 3
Overprotective 4 4 1
Ambivalent 4 2
Indifferent 2 2
Adequate 3
1
or seemingly anything that threatens their need to remain un-
changed.
A mother, who is rejecting of her child, cannot really
change her attitude, iiot only is the rejection deep-rooted,
in terms of the mother-child relationship, but it represents
j her pattern of past experience and is characteristic in terms
of her whole personality. Her need to be rejecting is con-
sciously or unconsciously so emotionally important to ner that
change either in the child or herself cannot be included.
The inaifferent mother is also an immature, unstable
!
person. There is such marked preoccupation with herself and
!i her own needs that she cannot give constructively in her rela-
tionship with her child. More generally, she cannot give free-
i[
jj
ly in her relationships. The only definite relationship be-
t
tween maternal attitudes and treatment for children of re-
jecting and indifferent mothers is that of unsuccessful treat-
jj
ment. In isolated cases the child receives some slight symp-
l! tomatic improvement from the relationshio with the clinic per
\\
,| se. This cannot be too important, however, because the mother
:i cannot react adequately to the child's change. It is felt
that the ego strength within the child cannot usually be ade-
quately built without the help and cooperation of the mother.
I It is recognized that the most dominant factor in the child's
environment is the family, primarily the relationship between
the mother ana the child. It is also recognized that the
mother^ s personality with her child aepends specifically on
i
her needs as a person and in relation to the child. There-
fore, with these rejecting and indifferent mothers, v/hose needs
as persons are in terms of being ineffectual,, emotionally-
immature, unstable, etc., it can be expected that they cannot
really accept help. In turn, it can be expected that no real
progress can be made in the patients.
V/ith the overprotective mother, there are two important
factors apparent. Where rejection is a significant part of
the overprotection, case work help or psychotherapy is like-
wise a tlireat to this type of mother. She, too, cannot make
meaningful change because of her personality needs, and her
child cannot make meaningful improvement. However, there is
another factor to b e considerea in overprotection. A different
personality pattern is seen in the overprotective mother with
positive sources of maternal love, in which her fears and re-
sulting insecurity are essential to her maternal attitude.
Thereby, overprotection serves as a aefense mechanism in avoid-
ing illness or separation. When overprotection involves
sincere maternal love by an adjusted mother, who is trying too
hard to safeguard her loved one, treatment prognosis is good
because the mother is workable. This type of mother can make
meaningful change in her attitude and can thereby allow her
child to make sustaining improvement in treatment. Actually
it aoes seem that v.hat the maternal attituae is, per se, does
not assume much importance in relation to treatment results,
except that the attituae is usually an expression of the

laother's personality, which is of primary significance.
Again, with the ambivalent mother, it is found that this
mother's attitude towara her child is an expression of her
personality. However, there is within this type of personal-
ity enough general adjustment and mature drive to make use of
the services of the clinic for help for herself and thereby
her child.
The mother with an aae>^uate mother-child relationship is
an essentially well-adjusted person who accepts her child,
accepts herself, and accepts help with problems wdthin this
relationship.
Results of this study suggest that the more mature,
stable and well-adjusted mother can have a more wholesome
attitude toward her child, or can at least be helped to de-
velop it. She is not threatened by case work help or psycho-
therapy and, therefore, can be more receptive to treatment.
The mother's personality, as influenced by her need, appears
to be related with the aevelopment of a behavior problem in
her child, as well as to be the crux of successful treatment
of the problem. The mother who cannot accept insight and
change her attitude blocks successful treatment, while the
better-adjusted mother can participate in treatment, change
her attitude, and share the responsibility for an improved
condition in her child.
In conclusion, therefore, it can be seen that a relation-
ship exists between maternal attitude as an expression of a

maternal personality pattern, and treatment. It can be seen
that a mother's responsiveness to treatment is very important
as there is almost perfect correlation between the mother*
s
ability to change and the child's ability to change and there
by improve.
Approved,
Richard K. Conant
Dean

APPEiNDIX
SCHEDULE USED TO EXCERPT CASES CaSE #
Agency number of case Sex I. Q.
Age at referral
Liate opened
Date closed or Last Contact
Siblings
Referred by-
Referred for
Initial severity of problem
Additional problems revealed
Personality factors of the patient
Mother
Personality factors
Marital relationship
Economic status
Attituae toward child
Relationship between mother and child
Evidence from record
Kind of therapy
Use of case work services
Attitude toward clinic
To attendance
To therapist

APPEI^DIX (continued)
accepting help
What can mother accept?
What can mother not accept?
J
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